
100 WWoorrlldd  PPssyycchhiiaattrryy  66::22  --  June 2007

replication across samples. Schizophr Res
1995;14:229-34.

10. Crow TJ. The continuum of psychosis and
its genetic origins. Br J Psychiatry 1990;
156:788-97.

11. Ruscio J, Ruscio AM. Informing the conti-

nuity controversy: a taxometric analysis of
depression. J Abnorm Psychol 2000;109:
473-87.

12. World Health Organization. The ICD-10
classification of mental and behavioural
disorders: clinical descriptions and diag-

nostic guidelines. Geneva: World Health
Organization, 1992.

13. Kendell RE. Diagnosis and classification of
functional psychoses. Br Med Bull 1987;
43:499-513.

VICTOR PERALTA, MANUEL J. CUESTA
Psychiatric Unit, Virgen del Camino Hospital, Irun-

larrea 4, 31008 Pamplona, Spain

Craddock and Owen’s insightful re-
view convincingly summarizes the
many problems that have arisen by us-
ing a dichotomous classification of the
psychotic illness. They go beyond sim-
ply identifying problems by also pro-
posing realistic solutions based on the
existing evidence, and conclude that
there is an urgent need to change the
current approach. We would add that
this change needs to be a radical one.

An important and rather controversial
feature of all psychiatric disorders, in-
cluding psychotic disorders, is whether
they are dimensional or categorical in na-
ture. May be that this is a false debate, in
that every psychiatric disorder is both,
and the main question is not whether di-
agnosis is categorical or dimensional,
but whether it should be categorical or
dimensional in order to yield the best
clinical and research results (1). In fact,
there exists compelling evidence that
past and current categorical classifica-
tions of psychotic disorders are the re-
sult of arbitrary class distinctions being
imposed along a continuum of risk fac-
tors, neurobiological mechanisms, fre-
quency and severity of symptoms and
outcome (2-5). Furthermore, both schiz-
ophrenic (6) and affective (7) symptoms
do not have a taxonic structure, and
studies specifically comparing the validity
of dimensional and categorical models
to classify psychotic disorders have
consistently shown the superiority of the
former in several domains (6-9). 

Organizing a dimensional approach,
however, is a complex task. A dimen-
sional model to describe psychotic dis-
orders needs to be developed on a sys-
tematic and stepwise basis. First and
foremost, because dimensional models
involve a continuum by definition, it is
imperative to develop new scales that
can assess the entire range of the di-
mensions of interest. Item selection is
perhaps the most important decision in
the whole process (10). Particular at-
tention should be paid to including
items in a comprehensive and balanced
way. For example, there has been an ex-
cessive emphasis on the assessment of
reality-distortion and negative symp-
toms to the detriment of other psychot-
ic manifestations such as cycloid, affec-
tive, motor and behavioral features, and
this bias should be avoided in future de-
velopments.

The second level is represented by
the natural grouping of symptoms into
dimensional syndromes. There is some
consensus about the existence of at
least six nuclear syndromes within the
psychoses: reality distortion, disorgani-
zation, negative, catatonia, mania and
depression. However, depending on the
number and type of symptoms consid-
ered, the number and composition of
the resulting dimensions will vary
accordingly. Comprehensive rating
scales with many fine-grained symptoms
typically result in complex dimensional
structures of the psychotic illness, which
may be organized in a tiered hierarchi-
cal way, from lower-order dimensions
that are closer to the symptoms to high-
er-order dimensions that are closer to

the prototypical diagnostic categories of
schizophrenia and manic-depressive
illness (11). The question would arise as
to the relative importance of the higher-
vs. lower-order dimensions, in tandem
with the caution that the future nosolo-
gy should not become overly reduction-
istic. For example, although psychomo-
tor poverty and asociality might be co-
herently integrated within a higher-or-
der negative syndrome, differentiation
may still be important, because these
constructs provide more information
about treatment planning regarding
neurocognitive or psychosocial rehabil-
itation.

Given that classes and dimensions of
psychotic disorders are highly depend-
ent on the period considered to assess
symptoms (9), there is also a need for
taking into account a longitudinal per-
spective to rate dimensional syndromes.
This can be done by making successive
assessments across the different stages
of the psychotic illness. Particularly rel-
evant assessments would be those con-
ducted at the height of the psychotic
state and during a stabilization period,
in order to maximize diagnostic and out-
come value, respectively. Furthermore,
a lifetime assessment should be ideally
conducted for each dimension on the
basis of the presence, frequency and
severity of each constituting item. Of
particular importance would be to rate
the relationships between psychotic
and mood symptoms by means of one
or more scores reflecting their relative
frequency, severity and temporal link,
as exemplified by the Bipolar Affective
Disorder Dimension Scale (12).

The third step consists of determining
at what level dimensional syndromes
are best incorporated into categorical
diagnoses. The dimensional approach
would help to generate the data needed
to formulate a “bottom-up” structural
organization for the diagnostic system,
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in which categories of psychotic disor-
ders can be derived from dimensions by
setting some cutpoint to particular di-
mensions, or combination of them,
forming a mixed categorical and dimen-
sional nosology. In addiction or alterna-
tively to this dimensional-based catego-
rization of psychotic disorders, other
mixed approaches could be employed.
For example, the existing classifications
(historical, empirical or consensus) may
be combined with the multidimensional
approach, to examine relationships be-
tween alternative nosologies and di-
mensions and their differential validity.

Adopting a dimensional formulation
of nosology is not necessarily inconsis-
tent with subsequently generating a ty-
pology or with existing alternative cate-
gorizations of psychotic disorders, in-
cluding the Kreapelinian one. Interest-
ingly, the highly differentiated Leon-
hard’s nosology (13), by separating five
big classes of psychotic disorders which
in turn are further subdivided into sub-
types, has provided us with a system
that is very close to the dimensional ap-
proach, in that dimensions of psycho-
pathology (negative, disorganization,

catatonia, reality-distortion, affective)
can be traced across the subtypes of the
major classes. 

Indeed, categorical and dimensional
models are two sides of the same coin,
and thus they are not incompatible but
complementary. Their integration is of
particular relevance to the complete un-
derstanding of psychotic disorders. 

References

1. Kraemer HC, Noda A, O’Hara R. Categor-
ical versus dimensional approaches to di-
agnosis: methodological challenges. J Psy-
chiatr Res 2004;38:17-25.

2. Crow TJ. The continuum of psychosis and
its implication for the structure of the gene.
Br J Psychiatry 1986;149:419-29.

3. van Os J, Jones P, Sham P et al. Risk factors
for onset and persistence of psychosis. Soc
Psychiatry Psychiatr Epidemiol 1998;33:
596-605.

4. McDonald C, Bullmore T, Sham PC et al.
Association of genetic risks for schizophre-
nia and bipolar disorder with specific and
generic brain structural endophenotypes.
Arch Gen Psychiatry 2004;61:974-84.

5. Peralta V, Cuesta MJ. The underlying struc-
ture of diagnostic systems of schizophre-
nia: a comprehensive polydiagnostic ap-

proach. Schizophr Res 2005;79:217-29.
6. Cuesta V, Ugarte MD, Goicoa T et al. A tax-

ometric analysis of schizophrenia symp-
toms. Psychiatry Res (in press).

7. Slade T, Andrews G. Latent structure of de-
pression in a community sample: a taxomet-
ric analysis. Psychol Med 2005;35:489-97.

8. van Os J, Gilvarry C, Bale R et al. A com-
parison of the utility of dimensional and
categorical representations of psychosis.
Psychol Med 1999;29:595-606.

9. Peralta V, Cuesta MJ, Giraldo C et al. Clas-
sifying psychotic disorders: issues regard-
ing categorical vs. dimensional approaches
and time frame to assess symptoms. Eur
Arch Psychiatry Clin Neurosci 2002;252:
12-8.

10. Rosenman S, Korten A, Medway J et al. Di-
mensional vs. categorical diagnosis in psy-
chosis. Acta Psychiatr Scand 2003;107: 378-
84.

11. Cuesta MJ, Peralta V. Integrating psycho-
pathological dimensions in functional psy-
choses: a hierarchical approach. Schizophr
Res 2001;52:215-29.

12. Craddock N, Jones I, Kirov G et al. The
Bipolar Affective Disorder Dimension Sca-
le (BADDS). A dimensional scale for rat-
ing lifetime psychopathology in bipolar
spectrum disorders. BMC Psychiatry 2004;
4:19.

13. Leonhard K. The classification of endoge-
nous psychoses, 5th ed. New York: Irving-
ton, 1979.

101

IMP. 92-101  25-07-2007  17:41  Pagina 101


